. Among these the Posterior Thigh Flap (PTF) has historically fallen short of Vertical Rectus Abdominis Muscle (VRAM) flap due to a higher complication rate (43.7% vs 35.8) with wound dehiscence caused by critical distal vascularization being the most common (5-29.9%). (Saito et al, 2014; Winterton et al, 2013; Arnold et al, 2012) This study hypothesized that a better understanding of the flap vascularity and consequent modification of the flap design could improve the outcomes.
METHODS:
Anatomic dissections were conducted on 14 gluteal and posterior thigh regions of 7 fresh cadavers. Specimens' popliteal arteries were ligated, and red latex (Carolina Biological, Burlington, NC) was injected from the aorta just above its terminal bifurcation. The course and distribution of Inferior Gluteal Artery (IGA), descending branch of IGA, Profunda Femoris Artery (PFA) and perforators directed to the flap was recorded and mapped. The Y-axis was represented by a vertical line going from the ischial tuberosity to the medial femoral condyle and the X-axis was represented by a perpendicular to the Y-axis passing through the ischial tuberosity. The diameter of each vessel was measured with a caliper and recorded. A normalized map of the perforators was created by averaging the XY measurements after converting them to percentages of the distance between the anatomical landmarks. A Wide Propeller Posterior Thigh Flap (WPTF) including the width of the thigh was designed to increase the reach and survival of the flap. Nine patients underwent reconstruction of the perineal defect following APR with the WPTF.
RESULTS:
The descending branch of the IGA was present in 10 specimens (71.4%), with an average caliber of 2.3 ± 0.2mm. In 4 (28.6%) specimens the main arterial axis of the flap derived from PFA with a main caliber of 2 ± 0.5mm. The origin of the descending branch of the IGA was located at 42 ± 6.5mm (X) and 3 ± 15.8mm (Y). The first perforating branch originating from the PFA was 106.6 ± 22.3mm (X) and 56.4 ± 21.2mm (Y); the second PFA perforator originated at 111.6 ± 17.4mm (X) and 102.6 ± 46.2mm (Y). All flaps survived completely. One WPTF was sufficient to reconstruct the defect. In two cases the flap was based on the first PFA perforator. Three patients presented complications: 1 urocutaneous fistula because of residual cancer, 1 delayed wound healing at the lateral gluteal region and 1 coccygeal osteomyelitis, treated with debridement.
CONCLUSIONS:
The descending branch of the IGA is absent in a significant number of patients. In these cases, elevation of a narrow flap to allow direct closure of the donor site can cause distal flap necrosis. Implementation of the propeller design and routine harvest of a wide flap that includes the perforators from PFA can increase the survival and versatility of the flap. PURPOSE: Indocyanine Green (ICG) lymphography helps detect superficial lymphatic channels, and has become an instrumental component of lymphedema diagnosis and preoperative planning. ICG lymphography's signal intensity can also be used to calculate contraction frequency. This study aims to describe changes in lymphatic contractions in lymphedema using ICG lymphography.
METHODS:
ICG lymphography videos were recorded over 3 minutes for both unaffected and affected limb in 4 subjects with upper extremity lymphedema. Videos were then stabilized in ImageJ and then StackReg plug-in. A region of interest was placed on a clear lymphatic vessel in each video and the signal intensity was recorded for the duration of the video. Peaks in signal intensity were used to calculate the contraction frequency per min. This process was performed for lymphatics of the dorsal hand/foot and forearm/calf.
RESULTS:
Four subjects with upper extremity lymphedema presented with ILS Stage 1-3 and all underwent axillary lymph node dissection for their treatment of breast cancer. The mean contraction frequency of lymphatics in the dorsum of the hand/foot in the unaffected limb was 0.9 and the affected limb 2.8 (p=0.12). The mean contraction frequency of lymphatics in the forearm/calf in the unaffected limb was 1.3 and the affected limb 0 (p=0.04).
CONCLUSION:
This is the first time ICG lymphography was used to measure lymphatic contraction frequency. The
PURPOSE:
The use of intravenous (IV) heparin following digital replantation or revascularization (DRR) varies greatly. The lack of evidence does not provide the clinical equipoise needed for a randomized trial; as such, a matched propensity score analysis was performed to evaluate the use of post-operative heparinization following DRR.
METHODS:
A retrospective cohort of patients who underwent DRR from 2005 to 2016 was identified. A propensity score was calculated based on age, smoking, injury mechanism, procedure type, vein graft and number of digits injured. Patients were matched 1:3 by one standard deviation caliper width of the propensity score, to create two groups of patients with similar risks of receiving IV heparin post-operatively. McNemer test was used to determine differences in failure rates between groups.
RESULTS: DRR was performed on 282 patients (92% male; median age: 43 years; 37% smokers). Post-operative heparin was administered in 69 patients (25%), with continuous IV heparin in 34 (49%) and IV heparin with dextran in 35 (51%). Failure occurred in 88 patients (31%), of whom 30% received IV heparin. Heparin-related complications were noted in 6 patients (2%). After propensity score matching, any heparin, heparin alone or with dextran was not found to be associated with failure (p=0.71, p=0.74, p=0.89). 
CONCLUSION:

PURPOSE:
The purpose of our study was to create a rat chronic lymphedema model that could be used for the evaluation of vascularized lymph node transfer (VLNT) effects on the lymphedematous limb.
METHODS:
Sprague Dawley rats underwent surgical resection of lymphatic structures in the right hind-limb followed by local groin irradiation (n=7). The inguinal and popliteal lymph nodes and deep lymphatics were identified and resected. An unfractionated dose of 20Gy was delivered to the rat limb with an effective field size of 3.5 x 2.5 cm. The skin edges were sutured to underlying muscles creating a 5-10mm gap to prevent spontaneous lymphatic regeneration. The animals were followed-up one year.
RESULTS:
All animals developed clinical lymphedema in one-month post-op, however, they spontaneously recovered following three-months post-op. ICG lymphangiography revealed a distinct difference in a lymphatic drainage pattern between two sides at one-year post-op. A diffuse superficial reticular pattern reached the border of the surgical scar on the experimental side, whereas the control side had a normal linear pattern. The wave pattern of the lymph flow generated by the physiologic contraction of the lymph vessels was present on the control side but was absent on the experimental side.
CONCLUSION:
Considering the lack of good alternative models of secondary lymphedema, this method could be effectively used to investigate the potential benefits of VLNT.
